ERCP in Roux-en-Y gastric bypass: creation of an antegrade gastrogastric conduit using a fully covered metal esophageal stent
Endoscopic retrograde cholangiopancreatography (ERCP) in patients with a Rouxen-Y gastric bypass remains very challenging. Placement of a large biliary stent is typically not feasible using single-balloon enteroscopy. We describe the use of a fully covered, metal esophageal stent to access the excluded stomach and perform ERCP. A 49-year-old woman who had undergone Roux-en-Y gastric bypass surgery and cholecystectomy in 1999 was referred in July 2009 for evaluation of chronic pancreatitis associated with abdominal pain since 2007. Magnetic resonance cholangiopancreatography (MRCP) showed atrophic fibrotic change of the pancreas with irregularity of the pancreatic duct, biliary dilatation, and mild dehiscence of the staple line between the gastric remnant and the excluded stomach. An initial endoscopy confirmed a defect in the staple line and using a Hydra wire (Boston Scientific, Natick, Massachusetts, USA), the tract was dilated using a balloon (CRE, Boston Scientific) up to 13.5 mm (• " Fig. 1 ). After the patient had been informed with regard to the off-label use of the stent, a repeat procedure was carried out and a 23 × 105-mm esophageal covered self-expanding metal stent (CSEMS; WallFlex, Boston Scientific) was placed to bridge the gap between the gastric pouch and the excluded stomach (• " Fig. 2 ). Subsequently, five ERCPs were performed through the in situ gastrogastric Wall-Flex-stent conduit for ongoing management of the patient's biliary and pancreatic stricture (• " Fig. 3 ) until the strictures were resolved, when the esophageal stent was removed. Deep enteroscopy, including single or double balloon-assisted ERCP, has drawbacks, which include the need for advanced training, an increased procedure length, the need for long accessories, and increased rates of pancreatitis [1] . Lack of a suitable window for gastrostomy and the morbidity and infectious risks posed by an open approach must be considered in surgery-based approaches [2, 3] . This report demonstrates that ERCP can be safely and effectively performed in patients with Roux-en-Y gastric bypass in a staged procedure using a CSEMS to create a conduit between the gastric remnant and the excluded stomach to facilitate biliary and pancreatic access. A recent report showed that ERCP can be performed via a gastrogastric communication [4] ; while another team placed a fully covered, metal biliary stent to endoscopically reverse a gastric bypass [5] . In our patient, the need for repeat sessions required the placement of a longstanding conduit to allow for serial ERCPs. With the rising number of gastric bypasses being performed, it can be expected that novel procedures such as these will be widely replicated in order to offer advanced pancreaticobiliary interventions in this type of population. 
